MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH | 3<045382

DEP AR N F l15
TWMENT OF PU auﬂc :Enlu.*r; fnn WEL rg,j g y ) . L003 STATE FILE NONDER
DO NOT WRITE AMENDED egistratien District No. - 2N rimary Registration District ________________n,g.,m,- sMNo. ____ -~ T

ON THIS STUB FitrErifis g0
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceszed lived. If institution: Residence before

a. COUNTY a. STATE  Miggouribk county 8¢, Ipuis admission)

b, CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
- OR

rown  St, Louis TOWN Lemay Yes @ No O

c. FULL NAME OF (If NOT in hospital, give location) lnside Limin d. STREET {If cuhiide, give location} Reside on Farm
HOSPITAL OR ADDRESS

stution [ytheran Hospital Yes 0 No [ 223 Walworth Drive Yes [] No
3. NAME OF DECEASED First Middle Laat 4. DAI;I'E Maonth Day Year

{Type or print} []
Jacob P. Dippel DEATH  November 21, 1963
5. SEX 4, COLOR OR RACE 7. Married I  Never Married [] |8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR
Male White Widowed [J Divorced [] lo/zg/lgm 63 Months | Days | Hours Min.

102. USUAL QCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (Ciry and state or country} [ 12. CITIZEN OF WHAT COUNTRY

CRIBEmAR ™ " T Inited Window Mfe.C4. St. Iouls, Missouri U.S.A,

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Jacob Dippel Kathern Magsrang Nellie

15. WAS DECEASED EVER IN U.5. ARMED FORCES? t7. INFORMANT Address

(Yes, lﬁ,oor unknuwn]l {If ves, gﬁeogor dates of servi ]_]_j_e Dip_ml 223 Walwgrth Dr. I_Bmay. Mo .

18. CAUSE OF DEATH (Enter only one cause per lina for (a) {b), and (c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: NSET AND;DEATH
IMMEDIATE CAUSE (a)

Conditions, if any, DUE TO (b}
wbhoid'n gave ril.u( f)o

above cause (a),

stating the under- 7‘ 2 /
lying cause [last. DUE TO (c} 0

PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART {Il. If deceased was fernala was
disease condition given in PART | (a) there a pregnancy in last 90 days,

][]Yes l 0 Ne | 0O Unknown

319. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter natura of injury in PART | or PART I1 of item 18.)
PERF, D? . O O a
YES NO [

20c. TIME OF  Houl - Manth, Day, Yeor |
INJURY a.m.
p.m.
20d. INJURY OCCURRED 0. PLACE OF INJURY {e-g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY

=~ WHILE AT WORK [ farm, factory, street, office bldg., etc.}
‘NOT WHILE AT WORK [J

VS 300
Rev. 4/ 59

1

25074);
3 et

DATE AMENDED

DOCUMENT

3]

AMENDMENTS ON THIS RECORD ARE A5 FOLLOWS
INSTEAD CF

' MEDICAL CERTIFICATION

.

her
. | attended the deceased from and Ia:r saw hlm alive on

&
Death occurred al {/J J"‘ r m on the date stated above, and Io the best of my knowledge, from the causes stated.

(Degr il 22b. ADDRESS 22c. PATE SIGNED
, % /3e0 M lijes /g3

23a. BURIAL, CR " 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} T(State)
EMOVAL | -

mnova Nov.25, 1963 Mt. Hope Mausoleum

24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

C. Hoffmeister Mortuaries ov 23 1963
781, So+ BroadwaySt+—touts; Ho

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.

.[Licen:ed Embalmer's Statement on Reverse Side)




. STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision,

Student i / ‘

Signature of Student Embalmer
Licensed Embalmer No._, < 5/7/

P. O. Address 7 Y/Ig/iy

Note: The-above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the abave constitutes 'grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this bady is not embalmed, fact should be so stated above.
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